One conclusion drawn from the survey in the April JRSM 1 is that senior house officers (SHOs) in ophthalmology get more experience in teaching hospitals than in district general hospitals (DGHs). I take issue with this interpretation of the data. Competition for SHO posts in teaching hospitals is particularly intense, and the usual route of entry to these posts is via a 'good' DGH ophthalmic SHO post offering plenty of surgical training. Although no details are given in the paper, I imagine that most of the neophyte SHOs (less than 12 months' experience) were in DGH posts. Given that teaching hospital SHOs are likely to be a selected population in terms of previous surgical experience, the study may overestimate the quality of surgical training provided in teaching hospitals. The Royal College of Ophthalmologists requires that, after the first two years of training, a minimum of 50 phaco operations per year should be performed. It would have been interesting to know what proportion of 3rd and 4th year SHOs were achieving this standard.
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Protected surgical teaching time can be quantified as the difference between the time allocated to the list and the time the trainer would take to complete the list without the trainee. A reasonable minimum at SHO level is an hour of protected surgical training time per SHO per week. The College requirements should be achievable at this level of exposure, and there is no reason why training agreements between postgraduate deans and trusts cannot specify it, with financial sanctions for trusts that short-change their trainees persistently. 3 found the sensitivities of clinical tests and hand-held doppler to be about the same (0.48) but the addition of doppler to clinical tests raised the sensitivity and increased positive predictive value to 83%. Singh et al. 4 asked surgeons 'hypothetically' to commit to one of a selection of management protocols having seen findings at preoperative assessment. Inappropriate surgery would have been performed in 20% of limbs on the basis of clinical examination with a tourniquet and in 13% on the basis of tourniquet examination plus hand-held doppler. Kim et al., 5 using duplex scanning as their gold standard, found that the sensitivities of clinical tests ranged from 0.18 to 0.97 and specificities from 0.20 to 0.92. Hand-held doppler was far superior, with sensitivity 0.97 and specificity 0.73 at the saphenofemoral junction.
On the above evidence, clinical tests alone are of low value in assessment of varicose veins and medical education should embrace hand-held doppler.
